
bulb acting as the negative pole could only enter the
healthy part of the urethra with its tip, act there on

healthy tissue, which would do more harm, and do
no good to improve the diseased part. No, we
want a size for the electrode, which with its tip
reaches the beginning of the stricture, engages itself
therein, and enlarges by means of its chemical action
the calibre by degrees until it is large enough, that
the electrode will pass such stricture, making it 3
sizes greater than before the operation. According
to the nature of the stricture, a 2 to 4 sizes larger
electrode, French scale, may be used for one séance,
and such must be considered a very good result.
Another eminent gentlemen finds fault, that no en¬

doscope has been used, and that American writers
have not given enough details with regard to the
size, nature and position of the stricture. He also
described 1 case of his own as a failure. No wonder
he failed, because he in reality practiced electro-
puncture and not electrolysis, and a contraction
naturally followed. Neither are his objections justi¬
fied, as I have in my tabular statistics, as well as in
other reports of cases, always stated details, as pa¬
tients' first visit, cause, duration, complication, na¬

ture, number, size and seat of stricture, etc. I also
have used the endoscope for 20 years, and made use
of it in the treatment of strictures, when it was indi¬
cated, to gain further information. I have still to
hear of a valid real objection—but on the contrary
can state decided advantages of the electrolysis,
without wishing to enter into the merits of other
methods.

THE ADVANTAGES OF ELECTROLYSIS :

1. Electrolysis is applicable to all strictures in any
part of the urethra.

2. Electrolysis will pass and enlarge any stricture,
when other instruments or the skill of surgeons fail,
•which I have often demonstrated.

3. It causes no pain or inconvenience.
4. It is devoid of danger.
5. It is not followed by haemorrhage, fever, or any

other unpleasant consequences.
6. It relieves at once.

7. The patient is not detained from attending his
daily work or business, and can earn his living while
under treatment without restraint.

8. No relapse takes place.
( To be concluded. )

SYMPATHETIC OPHTHALMIA. CASES IN PRACTICE.
Read before the Chicago Medical Society, January

17, 1887.
BY W. FRANKLIN COLEMAN, M.D., M.R.C.S., Eng.

PROFESSOR EYE AND EAR DISEASES, CHICAGO POLICLINIC.

The terrible affliction blindness is so frequently
caused by an injury to the eye, which results in the
destruction of its fellow, and the treatment of the
injured organ places so great a responsibility upon
the physician that the introduction of the subject,
" Sympathetic Ophthalmia," for our mutual discus-
sion and profit, needs no apology. Several evenings
and an audience could easily be exhausted in justice

to the theme, but regard for yourselves and time
compels a very imperfect sketch. While some
authors use the term Sympathetic Ophthalmia syn-
onymously with Sympathetic Ophthalmitis, others
use it generically to include " Sympathetic Irritation"
and " Sympathetic Inflammation."

These affections are induced in the sympathizing
eye by some organic lesion of its companion. In
the vast majority of cases the lesion in the exciting
eye is an inflammation of the ciliary body and the
cause of the cyclitis is usually a wound in the ciliaryregion—which is known as the " dangerous zone. "

This corresponds to a belt of the sclera 2 lines in
width surrounding the cornea, and is the region
from which most of the sympathetic affections of the
second eye proceed. Operative injuries of the cili¬
ary body (such as von Graefe's linear extraction of
cataract) are prone to give rise to sympathetic dis¬
ease. Becker, in 1875, collected 22 cases of sym¬
pathetic ophthalmia resulting from cataract extrac¬
tion. 13 followed the von Graefe operation and 19
the flap. While the above illustrates the danger of
the linear operation, the vast number of such extrac¬
tions not followed by sympathetic disease, shows
that simple, uncomplicated incision of the ciliary-
body is not apt to endanger the second eye. It is
generally held that acute purulent ophthalmitis is
rarely if ever followed by sympathetic disease, yet
there are exceptional cases to the contrary reported,
and Alt found that or no eyes enucleated on ac¬
count of exciting sympathy, 19 per cent, had suffer¬
ed from ophthalmitis. Among other most frequent
causes of sympathetic disease are a foreign body-
lodged in one eye, and the degeneration of a lost
eye. This is eminently dangerous, if painful or
tender in the ciliary region.

Sympathetic irritation of the eye is marked by-
certain functional disturbances, among which weak¬
ness of the accommodation is a very prominent and
early symptom, the patient soon experiencing fatigue
and pain in reading, and being disposed to hold the
book at a distance. The eye is sensitive to light,
and readily weeps when exposed to a bright light or
the strain of near work. Vision may be normal, is
occasionally impaired and sometimes there are tem¬
porary sensations of darkness. In some cases there
are neuralgic pains in the eye, and photopsies.

Donders describes a sympathetic neurosis denoted
by intense photophobia, lachrymation, and spasm of
the lids. This form of irritation, he thinks, never

passes over into sympathetic inflammation. Whether
the usual form of sympathetic irritation is a condi¬
tion, sui generis, or is a premonitory step of inflam¬
mation, is an open question. The symptoms of irri¬
tation may exist for weeks, months, or years, and
then subside or be followed by inflammation.

Some authors maintain that sympathetic inflamma¬
tion is always preceded by symptoms of irritation;
the majority perhaps assert that inflammation may
occur without such warning. In my own experience
symptoms of irritation have always preceded sympa¬
thetic inflammation, but the warning has often been
unnoticed or little heeded by the patient. In prac¬
tice it would be disastrous to act as if an eye with
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sympathetic irritation were not in imminent danger;
or as if sympathetic inflammation could not occur
without warning.

Though any structure of the eye may be attacked
by sympathetic inflammation, the disease most fre¬
quently and in the severest form appears as an iritis
or irido-cyclitis. It often sets in in the less severe
form of serous iritis, or as a plastic iritis, and if long
continued (as it almost invariably is) extends to the
ciliary body and the choroid, produces degeneration
of the iris with total adhesion to the lens-capsule,
and wasting of the eyeball.

Next to the lesions of the uveal tract those of the
retina and optic nerve are the most important. The
route or manner by which inflammation of one eye
is transmitted to the other is still only surmised.
McKenzie, in 1844, supposed three possible paths:
1. The inflamed vessels of the injured eye communi¬
cates a disposition to similar disease to the vessels
on the opposite side with which they anastomose in
the cranial cavity. 2. Irritation is conveyed along
the ciliary nerves to the brain and reflected to the
corresponding nerves of the opposite side. 3. The
retina is probably inflamed, and the union of the
optic nerves is the chief medium by which sympa¬
thetic inflammation is produced.

In 1862, Pagenstecher opposed the participation
of the optic nerves, and referred the transmission
exclusively to the ciliary nerves. This view has since
been generally held. Recently Alt supports McKen-
zie's view, that the optic nerve plays the chief part
in the transmission, and supports his opinion by the
result of microscopical examination of injured eyes,
in which 90 per cent, had affections of the optic
nerve and retina.

Lastly, Snellen announces that septic bacteria have
invaded the sheath of the optic nerve, and believes
they are concerned in the production of sympathetic
ophthalmia.

The time which may elapse between an injury of
an eye and sympathy of its companion varies from a
few days to the limit only of a lifetime. Matts re¬

ports a case in which within four days and without
premonitory symptoms, an eye was attacked by
sympathetic irido-cyclitis, and vision reduced to -Jv.
With the rarest exception, there is no danger of seri¬
ous sympathy within the first week after injury.
There is seldom danger in less than three weeks,
and as a rule it is at its height in four to six weeks.

Before considering the indications for enucleation
I will cite three cases somewhat in detail.

Case 1.—Bessie R., aged 23, had phlyctenular ul¬
cération of the left cornea, appearing once in about
three months. I found the cornea bulging; also
sclero-choroidal staphyloma, and the eye blind. The
fellow eye had not sympathized. Vision was normal
with a glass of + 8 D. Advised patient to read with
a glass + 6 D. ; to watch both eyes carefully and if
either should give the slightest trouble to have the
lost eye removed at once. The unfortunate girl re¬
turned in seven and a half months, saying the sight
of her good eye had been failing for five months.
There was a little pain in the eye when the sight be¬
gan to fail and twice since. Vision was now reduced

to counting fingers within two feet. The eye exter¬
nally appeared normal. The lost eye has not been
the least painful, but upon pressure is slightly tender.
The exciting eye was removed. Two weeks after
enucleation the patient could read type of 14 Jaeger.
Soon after this the sight began to fail, and in six
weeks the eye was practically blind, being able to
distinguish light only. There is now atrophy of the
optic disc.

Case 2.—Mary McD., 3 years of age, fell and
struck the left eye on the stump of a tree. Severe
pain in the eye followed for two to three days, and
slight pain for two weeks longer. Four weeks after
the injury, I find a staphyloma of the superior
quarter of the cornea; the tension of the eye reduced
to—1 ; there is no perception of light. No spontane¬
ous pain or tenderness of the eye. I cautioned the
child's mother to watch carefully for any symptoms
of irritation in the fellow eye, and if any should ap¬
pear to return immediately to have the injured eye
removed to prevent blindness of the other. Seven¬
teen days later the mother returned with the child
and reported that three days after the consultation
there was a little pain and redness of the good eye
two to three times in the evening. Two days after
that the eye became so sensitive to light that the
child could not open it. Then the eye improved, and
in three days seemed well. In two days more the eye
began to get red, and soon afterwards light began to
hurt both eyes. Upon examination the injured eye
is found quiet. The second eye presents general
conjunctival hyperaemia; the iris is dull and dilates
very slightly but regularly after atropin (grs. iv. ad gj)
four times in an hour. Sympathetic iritis. Enucle¬
ation advised as the safest, or a trial of optico-ciliary
neurotomy. The mother refuses the former but con*
sents to the latter.

The internal rectus and the optic nerve are divided,
the posterior part of the globe turned forward, and
the ciliary nerves with all connective tissues dissected
from the posterior third of the sclera. Two sutures
inserted over internal rectus. Bandage to eye for
three hours, followed by iced compresses. Dark
shade, and atropin to the fellow eye and 3ss ung.
hydrarg. daily in the axilla. Five days after operation
the eye is slightly prominent and there is T]7 inch of
hypopion. The sympathizing eye is improving. Less
photophobia and iris clearer.

July 1.—Two and a half weeks after operation
the second eye is still improving. As the mother is
compelled to return home soon it is considered safer
to enucleate the lost eye, and the operation is per¬
formed. Three weeks after there is slight haziness
of the cornea of the second eye, and photophobia.
Vision is sufficient to enable the child to get about
readily, though it is much impaired.

Case j.—A. M., aged 23, farmer, states that he
lost the right eye from disease fourteen years ago.
Since the loss of sight the eye has never been pain¬
ful. At present the ball is one-half normal size. There
is slight ciliary tenderness, and most probably ossifi¬
cation of the choroid. Four years after the loss of
the R. E. the sight of the left began to fail, unac¬

companied by any pain. Six weeks before consulting
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me, the patient being able to distinguish light only
with the sympathizing eye, had an operation for arti¬
ficial pupil performed at the Massachusetts Eye In¬
firmary, Boston. The surgeon said the closed pupil
was caused by sympathetic inflammation. Unfor-

•

tunately, the operation did not improve vision. In
a letter replying to a friend of the patient, the oper¬
ator wrote, " There is no chance of helping Mr. M.
There is nothing more we should advise. The oper¬
ation (artificial pupil) was done as a last resort."

I found the globe of the sympathetic eye of normal
size, the tension normal; an opaque lens; a small
artificial pupil inferiorly. The flame of a lamp could
be seen in a dark room at 60 feet. Field of vision
good. As the patient was practically blind, had little
to lose by an operation, and possessed so good light
perception and field, I decided (in spite of the usual
hopelessness in such cases) to operate, and extracted
the lens by the lower sections. A month later the
patient with a + 3^ inch lens could count fingers
at 6 feet and had sufficient sight restored to do farm
work. The stump of the exciting eye was excised.
It contained a nodule of ossified choroid.

Allow me to group together some of the more im¬
portant points in 28 of the cases that have come
under my care. Four occurred in children from 3 to
11 years of age. 24 in adults from 21 to 67 :

Form of the Injury or Disease oj First Eye.
Blow from knife-handle.

" ". stick.
" " twig.
" " stone. 2

" bone.
" " axe.
" £ * hammer.
" " piece of exploded boiler.

Fall onstump.
Scratched by limb of tree.
Punctured by scissors.
Lime ineye.
Graefe's scierai section in cataract extraction.
Prick of apin.
Iron flew into theeye. 4—19
Disease,natui e of which could only be surmised 7
Perforating ulcer of the cornea.. 2— 9

Total, 28

Condition of the First Eye.
Cyclitis, alone or complicated, existed in. 8
Cyclitis and anterior staphyloma in. 1
Corneal staphylomain. 1

" and sclero-choroidal staphyloma in... 3
Sclero-corneal woundin. 5
Globe shrunken. 8

Interval between Injury or Disease of First Eye and
Sympathetic Affection of the Second.

1 to 17 weeksin. 4
4 to 19 yearsin. 13
23 to 35 yearsin. 3
Unknown. 3

Total, 24

Cotidition of Second Eye.
Normalin. 4Sympathetic irritationin. 13Interstitial Keratitis. 1

Plastic iritis. I
" " and cataract. 2
" " and optic neuritis.  
" irido-cyclitis. I
" " and keratitis.  

Hyperaemia of optic papilla.  

Atrophy of opticnerve.  —

Total, 28
RESULT OF TREATMENT.

Enucleation of the FirstEye.—Sympathetic inflam¬
mation and blindness second eye (2). No improve¬
ment.

Sympathetic inflammation. V. = yL- second eye
(1). Result, V. = \.Hyperaemia of disc. V. = 1 J. 8 in. second eye ( 1).
Result, V.= 1 J. 12 inches.

Sympathetic irritation. V. =  2 ° ( ). Result,
v.=ff.

Enucleation First Eye and Cataract Extraction
Second Eye.—Sympathetic iritis and cataract. V.=
Light. 1. After operation vision sufficient to find
way about the house.

Optico-Ciliary Neurotomy followed by Enucleation
First Eye.—Age 3 years. Sympathetic iritis and
vision sufficient to find her way with difficulty about
the house. After operation vision considerably im¬
proved.

Preventive Evisceration of First Eye, NormalSec¬
ond Eye. j Cases.—No symptoms followed.

Preventive Enucleation First Eye. SympatheticIrritation with Normal Vision Second Eye. 5 Cases.
—As is the result almost without exception, all
symptoms of irritation ceased.

Enucleation of the first eye was objected to by the
patient in 9 cases of sympathetic irritation, 1 of in¬
flammation, and 2 in which the second eye was still
normal.

Upon examination of the enucleated eyes ossifica¬
tion of the choroid was found in s ; a spicula of icon
in 1 ; and in 1 case the ball was twice perforated, and
the iron found on the inner posterior wall of the
orbit.

In regard to the most vital part of our subject—
treatment—we will consider only the indications and
contra indications for enucleation of an eye which
may excite or has excited sympathetic disease in the
second eye. Augustus Pritchard, of Bristol, England,
was the first to enucleate a human eye for sympa¬
thetic ophthalmia, in 1851. Von Graefe remarked
about 1858: "I only mention this operation (enu¬
cleation to ward off sympathetic ophthalmia) as I
hear it is performed by some English oculists."
Critchett, of London, was the first to point out that
enucleation, to be satisfactory, must be resorted to
before sympathetic inflammation has set in.

The indications for enucleation must have regard
to the condition of both eyes, and the question of
immediate operation will often depend upon the in¬
telligence of the patient and his opportunity for con¬
sulting a surgeon.

I will suppose, three conditions of the first or ex¬
citing eye :

1. Blindness;
2. More or less vision;
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3· Acute ophthalmitis;
and three conditions of the second eye :

i. Normal;
2. Sympathetic irritation;
3. Sympathetic inflammation;

and will consider each condition of the first eye ac¬

companied by one of the three conditions of the
second.

1. In case the first eye is blind while the second is
still normal, surgeons differ in practice. I would
strongly urge enucleation to the unintelligent and to
children, who do not observe symptoms of sympa¬
thetic irritation. So many oculists agree that sympa¬
thetic inflammation may set in without the warning
of irritation, that although this is contrary to my own

experience, I would not take the responsibility of not

advising enucleation even to the most intelligent and
favored.

2. In case the first eye has some vision or the pos¬
sibility of it, and the second is still normal, there
would probably be among surgeons little dissent from
the advice not to enucleate.

3. In case the first eye is acutely inflamed or is
suffering from ophthalmitis, and the second eye nor¬

mal, for myself, I shall never again enucleate an eye
if acute ophthalmitis is present, one patient on
whom I operated having died four days after from
meningitis.

4. If the first eye is blind and the second is in a

stage of sympathetic irritation, there is no question
of the urgent necessity of enucleation to so certainly
avoid the terrible risk of loss of the second eye.

5. If the first eye possesses vision, and the second
is suffering from irritation, it seems to me better to
sacrifice a damaged eye with uncertain prospect,
than to take the great risk of losing a sound one.

6. If the first eye is suffering from ophthalmitis and
the second from irritation, I would prefer to puncture
and apply fomentations to the first eye till acute
symptoms passed—then enucleate; or if an opera¬
tion be immediately very urgent, I would consider
evisceration of the sclera safer than enucleation.

7. If the first eye is blind, and sympathetic in¬
flammation is present in the second eye, there is a
concensus of opinion that the prognosis in severe
cases is most unfavorable, and the instances of re¬

covery are very rare under any treatment. The
authors I have at hand advise enucleation—some
very strongly—some without having seen any bene¬
fit, others having seen benefit; while none suggest
any harm to second eye from the operation. The
authors are : Nettleship, Lawson, Wolfe, Williams,
Noyes, De Wecker, Mittendorf, Juler, Carter, Stell¬
wag, Wells, Schweigger and Mayer. On the other
hand, so good an authority as Mauthuer strongly ad¬
vises against enucleation when serous iritis or plastic
iritis only is present in second eye. He says: "In
my opinion, there cannot be the least doubt that iri¬
tis serosa may be transformed into iritis maligna by
enucleating the other eye; and we observe cases in
which there is no doubt that plastic iritis, if left to
itself, would have passed off as a mild attack, whereas
the enucleation excited it to irido-cyclitis. " Mauth¬
uer supports his view by citing three cases—one each

by Mooren, Haskett Derby and Knapp, in which
serous iritis after enucleation developed respectively
into irido cyclitis, repeated attacks of iritis, and irido-
choroiditis, with destruction of the eye; also one case
of Samelsohn's in which sympathetic serous iritis
recovered without enucleation. The argument does
not seem to me strong.

In Mooren's case, after enucleation of the first eye
the irido-cyclitis followed on iridectomy in a sympa¬
thetic eye; a very frequent result. In Derby's and
Knapp's cases enucleation was followed by great im¬
provement, then relapse. Is it not reasonable to say
the results followed in spite of enucleation?

I cannot conceive it other than damaging to the
second eye not to remove the exciting cause of the
inflammation. Again, if enucleation acts as an ex¬

citing cause of inflammation, why does the opération
so invariably dispel irritation? With the histories of
improvement in my own four cases, and in those of
other operators, I would remove the first eye.

8. If the first eye has some vision, and the second
sympathetic inflammation, enucleation should not be
performed. The patient has a chance of vision with
either eye, while an operation would lose one eye and
be of doubtful benefit to the other.

9. With ophthalmitis of first eye, and sympathetic
inflammation of second eye, first treat the ophthalm¬
itis and then enucleate.

Those who object to having an eye removed to
avoid sympathetic disease (even though, as is usual,
it be a sightless blemish and a most dangerous com¬

panion), might take advantage of the optico-ciliary
neurotomy. This operation, though less protective
than enucleation, deserves more frequent trial.

The advantages of evisceration over enucleation,
in the greater safety to life (as I think is fairly urged),and the greater size and mobility of the stump for an
artificial eye, deserve more consideration than they
receive. As a full report would be too lengthy, I will
epitomize the remainder of 28 of the cases that have
come under my care.

Case 1.—Aged 40. The patient, seven months
before consulting me, scratched his eye upon the
limb of a tree. When examined the eye was blind
and presented a corneal staphyloma and cyclitis.
The fellow eye was normal. Preventive evisceration
was performed, which was followed by more reaction
than usually occurs after an enucleation of the bulb.

Case 2.—Aged 30. A piece of iron entered the
eye. Upon examination three hours later vision was

only equal to perception of light. The iris prolapsed
through a sclero-corneal wound. The prolapsed iris
was excised, cocaine and cold applied to the eyes.
The patient would not consent to evisceration. Two
days later a search for the piece of steel in the eye
was unsuccessfully made with a Gruening's magnet,
after which the eye was eviscerated. The steel was
found in the vitreous mass. A year later the stump
moved an artificial eye much more extensively than
is usual after an enucleation, and the upper lid is
much less shrunken.

Case 3.—Aged 44. A blow (from a stick) on the
eye the previous day produced a sclero-corneal
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wound, and blindness and incipient ophthalmitis.
Preventive exenteration of bulb was performed.

Case 4.—Aged 44. The eye was struck by a twig.
A tender stump % the size of normal eye remained.
Enucleation was advised, but not consented to.

Case 5.—Aged 10. The eye was struck by a stone.
Four years subsequently the eye was found blind.
There was a scierai cicatrix, a closed pupil and cycli¬tis. The fellow eye appeared normal, but vision was
reduced to \. Enucleation of first eye performed,
and seven months after the vision of the second eye
had doubled.

Case 6.—Aged 53. At the age of 16 the eye was
struck by a stone. A sclero-choroidal staphyloma
presented, and the eye was blind. The second eye
was sensitive to light and tender, vision normal.
Enucleation of the lost eye.

Case 7.—Aged 38. Twenty-five years previous to
consultation the eye was struck by a piece of ex¬

ploded boiler. There is ossification of the choroid;the eye is blind. Vision of fellow eye |-j}, but the
eye is easily fatigued in reading (asthenopia). Enu¬
cleation of lost eye was soon followed by recovery of
the sympathizing eye. The vitreous of the enucle¬
ated eye was replaced by bone.

Case 8.—Aged 49. Eye lost twelve years previ¬
ous to consultation, from a blow of a bone. The
lost eye presents an ossification of the choroid, and
suffers from cyclitis. There is sympathetic irritation
of the fellow eye. The lost eye was enucleated, and
two weeks later the symptoms of irritation of second
eye had nearly disappeared. The vitreous of the
enucleated eye was found nearly replaced by
bone.

Case ç.—Mr. J., aged 45, was injured by a piece of
iron from a hammer which flew some forty feet and
entered the right eye. Four hours after the injury I
found a wound through the lower lid, through which
the metal had passed and entered the eye below the
lower cul-de-sac ; haemorrhage in the vitreous; some
reaction and light perception only. One week later
there was pretty severe ophthalmitis of the injured
eye, and sympathetic irritation and reduced vision of
the second eye. Enucleation was performed, and
followed by rapid recovery of the sympathetic eye.
The chip of metal was found upon the inner wall of
the orbit near the optic foramen, having twice perfor¬
ated the eyeball.

Case 10.—Aged 45. A piece of steel is supposed
to have entered the eye fifteen years previous to con¬
sultation. The second eye remained quiet for six
years after the injury. Since then there has been
severe pain in the first eye and the second has been
very sensitive to light, watered much, and has been
unable to read long at a time (accommodative asthe¬
nopia). Present state : First eye very painful ; cy¬clitis; cataract. Second eye: Vision =-§-§ ; asthe¬
nopia; lachrymation ; photophobia. Enucleation
advised, but objected to.

Case 11.—Aged 23. Eight years since a piece of
steel flew from a hammer and struck the eye. The
injured eye presents cyclitis; detached and pig-
mented retina. In second eye vision = |$; lach¬
rymation; photophobia. Enucleation advised.

Case 12.—Aged 36. Eye lost from disease four
years before consultation. Cyclitis and anterior
staphyloma of lost eye, which has been painful at
times since injury. Second eye weak and painful
when the first eye suffers. Enucleation objected to.

Case ij.—Aged 23. Eye destroyed in infancy
from prick of a pin. Twenty-three years later the lost
eye shows cyclitis and corneo-scleral staphyloma.
Second eye has periods of conjunctival injection
and photophobia. Vision =  §-$. Enucleation refused.

Case 14.—Aged 36. Six years since an ulcer per¬
forated the cornea. There is leucoma adherens;
bulb fi size of normal. Second eye : Vision = ^2;
lachrymation, photophobia, and weakness of accom¬
modation. Enucleation objected to.

Case 15.—Aged 21. One eye has been blind from
infancy. It has given no trouble till four years ago,
since when it has been painful, and the fellow eye has
been weak and watery. First eye : Cyclytis ; closed
pupil; cataract. Tension—2; globe   · Second
eye : Vision with + 42 cyl. = % ; lachrymation ; ac¬
commodative asthenopia. Enucleation objected to.

Case 16.—Aged 55. One eye has been blind for
forty years. During the past five years only it has
at times been painful. It presents atrophy of cor¬

nea; tremulous iris; cyclitis. The second eye is
painful when there is pain in the lost eye. Enucle¬
ation objected to.

Case   .—Aged 11. At 4 years of age lost one

eye from "inflammation." Six and one-half years
later there is cyclitis and a shrunken bulb. The
second eye at times is injected, painful and sensitive
to light. Optico-ciliary neurotomy or enucleation
advised. Refused. Eighteen ' months later, the
symptoms of sympathetic irritation were much less
marked.

Case 18.—Aged 11. A "growth" destroyed one

eye at the age of 3 months. When examined the
small stump was found exceedingly painful on press¬
ure. It had been excruciatingly painful for six weeks,
and there was sympathetic irritation of the second
eye. All pain of stump and the sympathetic irrita¬
tion ceased four days after enucleation.

Case iç.—Aged 35. Patient presented himself
four weeks after a blow on the eye by a knife-handle.
Present state : Sclero-corneal wound ; blood in an¬
terior chamber ; cyclitis. Vision equal to light
perception. Second eye: Photophobia; pain on

reading a few minutes. V. = f-J. Enucleation was
refused, R-. Fomentations to injured eye, and
leeches to the temple. Four weeks later : A dislo¬
cated lens is now visible. Less pain in the eye.
Vision equal to seeing lamplight at 8 feet. Enucle¬
ation again urged; objected to. R-. Fomentations
and atropine. Five weeks later the patient writes :

"My well eye has not been able to see print during
two and a halfweeks, and the eye is red. " I replied :
"The eye may be completely lost'if the injured eye
is not immediately removed. " The patient was not
further heard from.

Case 20.—Aged 40. Five years since the patient
lost an eye by burn of lime. It is occasionally pain¬
ful. The fellow eye is blind from sympathetic kera-
titis. R. Enucleation. Ossification of choroid
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(bone % size of a pea) of enucleated eye. No im¬
provement in vision 4% months later.

Case 21.—Aged 67. A Graefe's scierai linear sec¬
tion for the extraction of a cataract resulted in a

plastic irido-cyclitis and keratitis of the operated eye.
Four months later the second eye suffered from
sympathetic irido-cyclitis. A year later still an ex¬
traction of cataract, followed by an iridectomy, and
again an iridectomy of the second eye, did not re¬
store any vision. The patient had refused to have
the eye first operated on enucleated.

Case 22.-—Aged 4. Eye struck by an axe. When
examined the eye was blind, and showed a depressed
corneo-scleral cicatrix. The second eye was suffer¬
ing from sympathetic iritis and cataract, with suffi¬
cient vision to enable the child to find his way about
the house. Enucleation of first eye, followed later
by extraction of the cataract, and subsequently by
an iridectomy, resulted in some improvement in
vision.

Case 24.—Aged 29. At 4 years of age the eye
was punctured by scissors. The lost eye presented
a corneal and sclero-choroidal staphyloma. The fel¬
low eye had vision equal to reading No. 1 Jaeger type
very slowly at 8 inches. The whole optic papilla was

hyperaemic. The lost eye was enucleated, and one
week later vision rose to reading No. 1 Jaeeger flu¬
ently at 12 inches; and the optic disc showed hyper-
aemia only at its periphery.

Case 25.—Aged 34. Lost right eye in infancy
from disease. During fifteen years previous to
consultation the second eye has been at times pain¬
ful and red, and visjon not perfect. There is cycli¬
tis of the atrophied globe of the exciting eye. The
sympathetic eye has vision equal to \$ and equal to
2 Jaeger 6 inches. Pigment dots on lens capsule
from past iritis; floating bodies in the vitreous and
optic neuritis. Seven weeks after enucleation the
patient wrote : "Vision has much improved and the
eye is strong. " A bony mass one-half the size of a
marble was found in the choroid of the enucleated
eye.

163 State Street.

DYSTOCIA FROM SHORT OR COILED FUNIS, AND
ITS TREATMENT.

Read before the Medical Society of the District of Columbia,
April 27, 1887.

BY A. F. A. KING, M.D.,
OF WASHINGTON, D. C.

In a paper read before this Society six years ago,
and published in the American Journal of Obstetrics
(New York, vol. xiv, No. 2, April, 1881, pp. 322-328),
and in a subsequent publication in the Transactions
of the American Gyn\l=oe\cologicalSociety for 1886, I
have called attention to protracted labor due to short
or coiled funis, and laid some stress upon the method
of expediting delivery in such cases by changing the
posture of the lying-in woman from a recumbent po-
sition to a sitting, kneeling or squatting one. An
instinctive desire on the part of the woman to assume
such a change of posture was also mentioned as one

of the symptoms indicating shortness or coiling of
the cord when it impedes delivery.

At the time of reading my first paper, six years
ago, I hopefully requested the members of this So-
ciety to lake the matter into consideration and re¬

port the results of their observations in practice,
bearing upon the questions I had presented. I re¬

gret to say that, thus far, no member of the Society
has reported any case relating to this subject, with
the exception of Dr. W. H. Taylor, who kindly sent
me notes of one case, which I incorporated in my
recent paper published in the Transactions of the
American Gynecological Society, and which, in all
respects, illustrated the views I had previously pre¬
sented. Neither have any cases conflicting with
these views (and which would have been equally
useful and acceptable) been reported. It can scarce¬

ly be doubted that some cases, at least, of protracted
labor from short or coiled funis, must have occurred
within the experience of the members of this Society
during the last six years. They have therefore, it
would seem, either been overlooked, owing, perhaps,
to the absence of any serious danger attending them,
or else I have failed to present the matter in such a

way as to secure for it the earnest consideration which
I am more and more convinced it deserves. Hence,
I again solicit the attention of the Society to this
subject.

The cases in which a short or coiled cord leads to
any serious danger are, perhaps, few ; they nevertheless
occasionally occur, as the records of obstetrical liter¬
ature amply demonstrate. But there are, I believe,
very many cases in which, without any serious dan¬
ger, labor is considerably protracted and many hours
of agony added to the parturient woman's sufferings;
and which might be safely and quickly ended by the
postural treatment to which I have referred. It is
to this latter class of cases that I have particularly
invited attention. That a woman should be permitted
to suffer, unnecessarily, a single hour—much less
several hours—when such suffering can be safely
avoided, is intrinsically wrong. And while moder¬
ate protraction of a labor is not necessarily serious,
yet, other things being equal, it may be said that
every hour of delay, produced by accidental compli¬
cations, does add something to the element of danger,
especially with women whose nervous energies have
been from some cause enfeebled, and who, in passing
through the ordeal of childbirth, have no surplus
strength to spare for complicating accidents, and con¬

sequent protracted suffering. Furthermore, when a

protracted second stage of labor, from unsuspected
short or coiled cord, leads to the application of for¬
ceps (a not uncommon occurrence), with, especially
in primiparae, rupture of the perineum, the element
of danger is again, to some extent, increased.

What I desire, in particular, to insist upon is, that
the danger in these cases (whatever its degree); the
delay (whatever its duration) ; and the suffering
(whatever its intensity and persistence); maybe ob¬
viated, in the great majority of cases—perhaps not in
all—by changing the posture of the female as already
stated.

While of late, modern obstetric authors, for the
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